Female paraurethral ducts and glands as the sites of agents of sexually transmitted diseases Female paraurethral (Skene's) ducts and paraurethral glands (PUDG) and the male prostate are morphologically and functionally identical organs, as has been proved by excellent studies of ZaviaciZc et al.`Thus, PUDG and the male prostate could both be affected with inflammatory changes caused by sexually transmitted agents. We report two cases of female "prostatitis" of trichomonad aetiology.
The first case was a 26 year old waitress, multipara x 2, married. Two years previously she had been treated, together with her husband, for trichomonas vaginitis with metronidazole 2.0 g orally in a single dose. Since then she reported repeated swelling ofthe vaginal wall in the location ofthe PUDG and urethra. After pressure on this area, pus was expressed from the urethra. The condition was accompanied by dysuric symptoms. Lactobacillus species and coagulase negative staphylococci were isolated from vaginal culture using Thayer Martin medium, Sabouraud glucose agar, MacConkey's agar and trichomonas medium (Oxoid). After opening of the urethral meatus, to a depth of 4 mm from the margin ofthe external orifice ofthe female urethra, the orifices of the PUDG were examined colposcopically, enlarged 12-5 times and appeared as two symmetrically set pointed orifices with inflammed margins andfibrin residue. After pressure on the vaginal wall against the urethra in the direction from the depth of the urethra to the external orifice ofthe urethra, 5 ml ofpus from PUDG were expressed. From the pus culture using the same culture media, Streptococcus agalactiae was isolated. The patient was treated for 10 days with ampicillin 3.0 g daily in accordance with the sensitivity. The process recurred and a postinflammatory obliteration of the PUDG lumina developed. Owing to retention of the contents a painful swelling the size of a hen's egg occurred in the proximal third of the vagina and PUDG orifice. The white blood cell count was 12a 1 x 109/1 and erythrocyte sedimentation rate was 50 mm in one hour. Transvaginal surgical extirpation of the tumour was necessary.
After incising the abscess cavity, Trichomonas vaginalis and Streptococcus agalactiae were isolated from pus by culture. Histological examination proved that the abscess cavity was a dilated, inflamed, paraurethral gland with postinflammatory obliteration of the duct. Thanks to a 10 day treatment with ampicillin 2.0 g daily and metronidazole 750 mg daily the inflammation has been successfully controlled.
The second case was a 43 year old female worker, with three children, divorced. She stated that she last had sexual intercourse a year previously when she was treated for trichomonas vaginitis by metronidazole 2.0 g orally in a single dose. The PUDG inflammation, similar to that in the first case, was clinically manifested by painful swelling of the proximal third of the vagina in the location of the PUDG lumen, with dysuric problems and subfebrile states, with no changes in leukocyte count or erythrocyte sedimentation rate. Lactobacillus sp., Eubacterium lentum and coagulase negative staphylococci were isolated from vaginal culture. Under colposcopic control, enlarged 12-5 times, probing of the PUDG duct broke the adhesions, and after pulling out the probe from a depth of about 0.5 cm, approximately 4 ml ofpus spontaneously flowed out through the orifice of the PUDG. From the pus culture Trichomonas vaginalis was isolated. After a 10 day treatment with ampicillin 2-0 g daily and metronidazole 750 g daily the inflammation resolved without surgical intervention. 
